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Salmonella infection in an anterior mediastinal mass
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Figure 1. Technique of posterior annular plication used in this case.Salmonella infection occurs through fecal-oral transmis-sion and usually appears in the biliary tract in the rareinstance that it is extraintestinal. Thoracic Salmonellainfection is rare1-3 and has never been reported in the
thymus. One case attributes a Salmonella thyroid abscess to the
immunosuppressive therapy for myasthenia gravis.4 There has
been only one previous report of thymic abscess in an adult in the
literature.5 We report the first description of a Salmonella bacte-
remia associated with a thymic abscess within a thymoma.
Clinical Summary
Six years before presentation, a 55-year-old woman was found to
have a large, anterior mediastinal mass on routine chest radiogra-
phy. It was presumed to be a thymoma at that time, and she
declined further diagnostic or therapeutic intervention.
At the time of presentation, the patient reported a 3-day history
of fevers, polyarthralgias, rigors, chills, and pleuritic chest pain.
She denied any symptoms suggestive of myasthenia gravis. Her
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Significant clinical findings on admission were a temperature of
101.7°F and a blood pressure of 90/50 mm Hg. Her white blood
cell count was 24,600/L, with 66% polymorphonuclear cells and
17% bands. With prophylactic antibiotics, her white blood cell
Figure 1. Chest computed tomographic scan of the 8  10–cm
calcified mass in the anterior superior right mediastinum.count decreased to 13,000/L; however, she continued to have
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Brief Communicationsfevers (highest temperature, 103.6°F), with associated hypoxemia
and hypotension. Cultures of blood drawn at the time of admission
grew Salmonella, and consequently, she was treated with intrave-
nous ceftriaxone.
Repeat chest radiography 6 days after admission revealed a
new air-fluid level within the mediastinal mass. She underwent
computed tomography–guided percutaneous catheter drainage of
the mass (Figure 1), with an initial return of 230 mL of clear
yellow fluid. The fluid cultures also grew Salmonella; however, the
results of stool cultures were negative. Abdominal ultrasonography
and computed tomography did not reveal extraintestinal sites of
infection. With continued catheter drainage, the fevers resolved,
and her white blood cell count stabilized at 11,000/L with enteral
Figure 2. A, Well-encapsulated mass arising from the
hilum. Dense inflammatory reaction with adhesions to
Bilobed specimen.
Figure 3. Microscopic examination. Lymphocytic infi
capsular invasion was noted.antibiotics.
The Journal of ThoraciWith resolution of her sepsis, the patient underwent mediastinal
exploration and resection of the mass through a median sternot-
omy. A small right pleural effusion and loculated empyema was
found in addition to a mass compressing the right hilum (Figure 2,
A). En bloc resection mandated wedge resection of the medial
aspect of the lower lobe and was accompanied by decortication
and irrigation. The phrenic nerve and internal thoracic artery were
preserved. Transection of the surgical specimen allowed for ap-
preciation of the calcified septae and purulent fluid (Figure 2, B).
Her postoperative course was uncomplicated, and she was dis-
charged home on postoperative day 3.
Microscopic analysis of the mass demonstrated a benign (type
B) thymoma (Figure 3) with associated fibrosis. No organisms
r lobe of the right thymus within the right pulmonary
ericardium and middle and lower lobes of the lung. B,
consisting of mostly T cells with rare B cells. Nolowe
the pltratewere identified in the specimen. There was no evidence of micro-
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Brief Communicationsscopic capsular invasion. On follow-up, she remains asymptom-
atic, with no recurrence of the mass.
Discussion
Previous reports on the management of Salmonella-induced me-
diastinitis have used either drainage (percutaneous or surgical)2,3
or surgical exploration of the mediastinal mass.1,5 Snider and
colleagues1 concluded that surgical exploration was the procedure
of choice because it was both diagnostic and therapeutic. However,
they identified a recurrent calcific mass on follow-up radiologic
studies in their patient.
Thymomas are the most common neoplasm in the anterior
mediastinum and originate from the thymic epithelial cell. Most
patients are asymptomatic, but the most common symptoms are
due to compression of adjacent structures or myasthenia gravis.
The prognosis with resection is excellent for early encapsulated
lesions but is relatively poor when local invasion is identified.
Complete resection is the critical factor in determining long-term
survival. Microscopic invasion is identified in 20% of resected
thymomas that appear encapsulated on gross examination.6 Cur-
rently, it is uncertain whether neoadjuvant chemotherapy is bene-
ficial in preventing recurrence or prolonging survival in patients
with capsular invasion.
We suggest a multimodality approach to the infection medias-
tinal mass. Computed tomography provides an accurate definition
230 The Journal of Thoracic and Cardiovascular Surgery ● Januof the mass, indicates malignant potential (ie, local extension into
fascial pleura, lung, or pleural space) in the case of a thymoma, and
allows for surgical planning. In the case of severe sepsis, percu-
taneous catheter drainage provides stabilization for surgical resec-
tion. Surgical intervention should include en bloc resection of the
thymus, decortication, and copious irrigation. This approach ade-
quately treats the infectious process, as well as any potential
neoplasms.
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